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The proposed introduction of gaming disorder (GD) in the 11th revision of the International Classiﬁcation of Diseases
(ICD-11) developed by the World Health Organization (WHO) has led to a lively debate over the past year. Besides
the broad support for the decision in the academic press, a recent publication by van Rooij et al. (2018) repeated the
criticism raised against the inclusion of GD in ICD-11 by Aarseth et al. (2017). We argue that this group of
researchers fails to recognize the clinical and public health considerations, which support the WHO perspective. It is
important to recognize a range of biases that may inﬂuence this debate; in particular, the gaming industry may wish to
diminish its responsibility by claiming that GD is not a public health problem, a position which maybe supported by
arguments from scholars based in media psychology, computer games research, communication science, and related
disciplines. However, just as with any other disease or disorder in the ICD-11, the decision whether or not to include
GD is based on clinical evidence and public health needs. Therefore, we reiterate our conclusion that including GD
reﬂects the essence of the ICD and will facilitate treatment and prevention for those who need it.
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INTRODUCTION
Over the past year, there has been a lively debate concerning
the inclusion of gaming disorder (GD) in the draft of the
11th revision of the International Classiﬁcation of Diseases
(ICD-11) by the World Health Organization (WHO). A
series of annual WHO expert meetings – in Tokyo (Japan),
Seoul (South Korea), Hong Kong (China), and Istanbul
(Turkey) – held since 2014 provided the rationale and
justiﬁcation for the recommendation to include GD in the
section of disorders due to addictive behaviors in the
ICD-11 Beta-Draft (WHO, 2018a). The decision was
based on reviewing the available evidence in the scientiﬁc
literature and on case series as well as experiences from
clinical practice provided by international experts from
psychiatry, clinical psychology, internal medicine, family
practice, epidemiology, neurobiology, and public health.
Overall, 66 experts from 25 countries participated in these
meetings. Any potential conﬂict of interest at the WHO
meetings was managed according to WHO rules and
regulations (WHO, 2015).
The consensus decision to include GD in ICD-11
was recently challenged by a group of researchers
(Aarseth et al., 2017). Their arguments led to a series of
commentaries (Billieux et al., 2017; Grifﬁths, Kuss,
Lopez-Fernandez, & Pontes, 2017; Higuchi et al., 2017;
James & Tunney, 2017; Kiraly & Demetrovics, 2017; Lee,
Choo, & Lee, 2017; Müller & Wölﬂing, 2017; Saunders
et al., 2017; Shadloo et al., 2017; van den Brink, 2017), most
of which were in favor of including the new diagnosis of GD
in the ICD-11. A response from the initial group, albeit with
some changes in authorship, was recently published reiter-
ating that the scientiﬁc basis for GD is currently too weak to
warrant inclusion in ICD-11 (van Rooij et al., 2018). For
example, these authors suggest that functional impairment
as a result of gaming is not sufﬁciently proven, gaming is
better conceptualized as a coping mechanism rather than as a
unique disorder, non-problematic gamers could be stigma-
tized by the inclusion of GD in ICD-11, and GD as a
diagnostic category is a result of a moral panic. Most of the
commentary papers cited above presented empirical evidence
from multiple perspectives to refute these points. Notably,
research evidence demonstrating the negative consequences
in the cases of GD in multiple domains and over different
time periods was highlighted (Saunders et al., 2017). Unfor-
tunately, these evidence-based points as well as data that
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treatment services internationally face a growing challenge
in responding effectively to referrals for gaming-related
problems have not been acknowledged by van Rooij et al.
(2018). Other criticisms (e.g., “GD as a diagnosis represents
moral panic”) are based on assumptions that cannot be
empirically proven and no evidence was provided to demon-
strate such a panic. However, the purpose of this paper is not
to repeat all these arguments but rather focus on the impor-
tance of clinical and public health aspects of GD.
WHY DO RESEARCHERS HAVE DIFFERENT
INTERPRETATIONS OF THE SAME DATA?
Research studies can sometimes be ﬂawed due to methodo-
logical problems, but the interpretation of research data may
also be impacted by biases. Interpretation bias is related to
one’s own preconceptions and may include discounting data
by ﬁnding selective faults (rescue bias), evaluating evidence
that supports one’s own preconceptions more positively
compared to the evidence that challenges these preconcep-
tions (conﬁrmation bias), or the “time will tell” bias that
refers to the tendency for different scientists to have
different requirements in relation to conﬁrmatory evidence
(Kaptchuk, 2003). Based on these and other biases,
scientists can often have conﬂicting interpretations and
conclusions about the same data.
Conﬂicting interpretations and conclusions of research
ﬁndings can arise for multiple reasons. An examination of
the professional backgrounds of those who criticize the
inclusion of GD in ICD-11 reveals that many – albeit not
all – authors come from areas other than clinical sciences or
public health; these include media psychology, computer
games research, experimental and social psychology,
sociology, educational psychology, game design, and
communication science (van Rooij et al., 2018). By contrast,
researchers in favor of the inclusion of GD originate pre-
dominantly from clinical and public health disciplines, such
as psychiatry, child psychiatry, mental health, internal
medicine, family practice, clinical psychology, clinical
neuroscience, and addiction treatment and prevention (see
Saunders et al., 2017). Being aware of the different dis-
ciplines involved on both sides of the debate may explain
much of the discord. While different views are understand-
able and may be useful for stimulating debate, it must be
asked what kind of expertise is needed when decisions to
include or exclude disorders in ICD-11 are to be made.
For instance, it is reasonable to consider stigmatization as
an unwanted effect of a newly introduced diagnosis (Stein
et al., 2010). However, from a clinical perspective, this
argument fails when it comes to assessing the clinical and
public health needs. For example, binge eating disorder
could be excluded from ICD-11 due to arguments that it
might stigmatize people who eat a lot or individuals who
have a high body mass index. However, given the elevated
mortality and other health risks associated with eating
disorders, this would have a signiﬁcant adverse impact,
particularly on young women (Smink, van Hoeken, & Hoek,
2012). The argument of potential stigmatization is not
speciﬁc to GD but relates to many other well-established
mental disorders. The harm related to including a speciﬁc
diagnosis, i.e., a health condition that can be shown to be
associated with burden of disease, is less than the harm
generated from its exclusion, a point further examined
below. This view is in line with the precautionary principle
that guides public health organizations’ recommendations
and actions, which demand that “ : : : scientiﬁc uncertainty
should not be used as a reason to postpone preventive
measures” (WHO, 2018c). As one response in the debate
succinctly noted, Aarseth et al. (2017) adopted “an academ-
ic perspective that is far away from clinical reality” (Müller
& Wölﬂing, 2017, p. 118). It is our concern that a lack of
clinical expertise may lead to inaccurate conclusions; we
provided two key examples below.
WHY ARE ARGUMENTS BASED ON CLINICAL
AND PUBLIC HEALTH CONSIDERATIONS
SO IMPORTANT?
Individuals in many countries around the world seek
treatment, because they are suffering from functional im-
pairment related to GD symptoms. In many countries, there
are either no health services for people with problematic
gaming or services that are scarce and disjointed, whereas in
those countries that have established services, demand is
evidently growing, testifying to an unmet need. In several
countries, the numbers of treatment settings and treated
individuals have increased substantially. For example, the
number of specialized services for Internet-related disorders
including GD increased fourfold from 2008 to 2015 in
Germany (Petersen, Hanke, Bieber, Mühleck, & Batra,
2017). In Switzerland, facilities specialized in addictive
disorders have had increasing demands for counseling
and treatment for GD. It has become a major ﬁeld of activity
for nearly half of these services and a need for training in
this area was identiﬁed by 87% of surveyed institutions
(Knocks, Sager, & Perissinotto, 2018). In Switzerland,
Geneva University Hospital recorded that demands on
health issues related to gaming have doubled in the past
5 years (unpublished data from University Hospitals of
Geneva). In Hong Kong, help-seeking cases related to
excessive gaming increased over 60% in 2016 compared
with 2015 (unpublished data from Tung Wah Group of
Hospitals Integrated Centre on Addiction Prevention and
Treatment). Many of the GD cases demonstrated symptoms
of impairments in emotional control, self-care, social
communication, concentration, and school attendance and
performance.
The introduction of a diagnosis of GD can be expected to
respond to this unmet need and to lead to the establishment
of new clinical services that delivers coherent treatment for
people suffering from problematic gaming in many coun-
tries of the world. The inclusion of GD in ICD-11, as with
all other disorders and diseases, enables proper training of
health professionals and communication among them, facil-
itates prevention and early intervention activities, promotes
research and monitoring, and supports the development and
ﬁnancing of treatment. These important points have largely
been neglected by van Rooij et al. (2018) and others who
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oppose the concept of GD. Rather, these researchers argue
that a diagnosis is not necessary and help could be provided
in specialized clinics and services “ : : : analogous to ser-
vices for other mental health problems, which are not tied to
a particular diagnosis, such as services for sexual assault
victims or bereavement” (van Rooij et al., 2018, p. 3). This
viewpoint is not based on clinical reality; the services
described above are provided because of sudden threatening
life-events and the need for timely intervention in a safe and
supportive environment, and not because diagnosis is un-
necessary or unavailable.
Another important consideration is that of interventions.
The treatment and prevention literature on GD is still devel-
oping. Although systematic reviews (King et al., 2017; Zajac,
Ginley, Chang, & Petry, 2017) highlight the paucity of
intervention studies and limitations in the existing ones, many
treatment clinics exist around the world, with thousands of
patients seeking services. Opposing GD inclusion in the ICD-
11 is effectively obstructing individuals’ access to treatment
and potentially contributing to the delay in the development
of efﬁcacious interventions for the condition.
The claim that gaming is simply a means of coping with
other mental disorders [e.g., attention-deﬁcit hyperactivity
disorder (ADHD), depression, or anxiety] and that it is not a
disorder in its own right is another opposing argument that
belies the lack of clinical expertise. It is widely established
in this debate (e.g., Müller & Wölﬂing, 2017), and in the
wider mental health disciplines, that comorbidity is more
often the rule than the exception. Clinically, in some
patients, gaming excessively can be a way of coping with
a comorbid condition and may progress to a GD (Grifﬁths,
2017). This is comparable to substance-related disorders,
and historically, similar arguments have been made prior to
the times when substance-use disorders were considered as
independent psychiatric conditions. Of note, it was only in
1980 in the third edition of the Diagnostic and Statistical
Manual of Mental Disorders (DSM-III) that substance-use
disorders were considered in the DSM as independent rather
than secondary conditions due to other disorders (Robinson
& Adinoff, 2016). From a clinical perspective, excessive
drinking may mitigate symptoms of depression or post-
traumatic stress disorder (PTSD), and such drinking may
progress to alcohol dependence (Cooper, Russell, Skinner,
Frone, & Mudar, 1992). Of course, treating the depression
or PTSD should be a therapeutic goal for such patients.
However, treating the alcohol-use disorder is also crucial,
because this disorder can be the underlying driver of the
patient’s functional impairment and its treatment might be a
prerequisite for effective treatment of the comorbid condi-
tions. Moreover, it has been shown that the resolution of
alcohol dependence had reduced the depressive symptoms
(Brennan, SooHoo, Lemke, & Schutte, 2016).
The treatment considerations within these examples also
apply to gaming-related problems. As shown in a very
recent study, young adults who were stressed and used
games as a coping strategy had increased GD symptoms
compared with those using other negative coping strategies
(Plante, Gentile, Groves, Modlin, & Blanco-Herrera, in
press). Considering interventions, an overriding need is
often found to treat GD primarily. An individual with GD
may be unable to undertake necessary and everyday life
activities. This is often related to detrimental health con-
sequences and signiﬁcant impairment in school or job
performance. Moreover, studies show that excessive gaming
is related to changes in brain structure associated with
reductions in the volume of gray matter and white matter
in the brain (Weinstein, 2017). Furthermore, it is associated
with dopaminergic deﬁciency which makes such individuals
vulnerable to relapse (Weinstein, Livny, & Weizman, 2017)
and in particular in adolescents (Weinstein, 2017). Taking
all these arguments into account, the GDmust be treated as a
priority. This does not imply that co-occurring mental
disorders like ADHD or depression should not be addressed
and included at later time points.
WHY ARE NON-CLINICAL ARGUMENTS
POTENTIALLY HARMFUL IN THE WIDER
CONTEXT OF THIS DEBATE?
Aarseth et al.’s (2017) commentary has prompted many
counterarguments, but these have been largely neglected in
subsequent discussion by van Rooij et al. (2018). It seems
that an agreement cannot be reached in this debate and it
might not be necessary. However, it is important to note that
there are likely to be a range of negative consequences of not
including GD in ICD-11. As already mentioned, it may have
implications not only for the preparedness of health profes-
sionals to prevent, identify, and manage these conditions,
but also for access to treatment. Health insurance companies
and other ﬁnancers of treatment may adopt the arguments
raised by non-clinical researchers (e.g., “gaming is a normal
lifestyle activity”); so that, those in need of treatment and
with limited funds are unable to get professional help.
Additionally, the lack of coverage by health insurance
companies may lead to clinicians not developing expertise
in helping people with gaming problems, but choosing to
pursue other areas of health care provision that are more
readily reimbursed.
Of concern, the recent statement opposed to GD by a
vocal minority afﬁliated with the Society for Media
Psychology and Technology, Division 46 of the American
Psychological Association (2018) may serve as a template
for the gaming industry to argue against the inclusion of GD
in ICD-11. This statement and the arguments raised by van
Rooij et al. (2018) could fuel the lobbying activities of the
gaming industry, which may seek to diminish clinical and
public health needs. Retrospectively, the tobacco industry
(as revealed by litigation processes in the USA) serves as an
example of the extent to which such viewpoints can coun-
teract the position of those arguing for the needs of afﬂicted
patients.
CONCLUSIONS
Just as with any other disease or disorder in medicine and
psychology, the decision of whether or not to include GD in
ICD-11 needs to be justiﬁed on grounds of clinical evidence
and public health needs. Indeed, this careful examination of
the evidence is the responsibility of public health organiza-
tions, such as the WHO. While other perspectives based on
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non-clinical arguments are useful for stimulating debate, it is
ultimately important to consider what kind of expertise is
most helpful and relevant to this issue. Other commentaries
cited in this paper have addressed some of the criticisms on
scientiﬁc grounds; in this commentary, we have emphasized
the arguments that relate to clinical and public health issues,
which reﬂect the essence of the ICD. These arguments
support the need for a nomenclature for clinical and public
health purposes, including clear diagnoses that can facilitate
appropriate and affordable treatment and prevention. The
ICD is “ : : : the foundation for the identiﬁcation of health
trends and statistics globally. It is the international standard
for deﬁning and reporting diseases and health conditions. It
allows the world to compare and share health information
using a common language. The ICD deﬁnes the universe of
diseases, disorders, injuries and other related health con-
ditions. These entities are listed in a comprehensive way so
that everything is covered” (WHO, 2018b). Worldwide
demand for treatment and the signiﬁcant distress, functional
impairment, and suffering encountered by those experienc-
ing GD underlie the urgent and timely need for GD inclu-
sion in ICD-11. We call on clinicians, public health
specialists, and scientists to consider these arguments in
this important debate and to weigh the respective conse-
quences and the signiﬁcant ramiﬁcations for the well-being
of afﬂicted individuals.
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